A postal survey of anaesthetists practising in New Zealand assessed their practice and attitudes to anaesthetic incident reporting. 136 replies were received (57% response rate). Respondents indicated a high awareness of the Anaesthetic Incident Monitoring Study (AIMS) based incident monitoring yet individual utilization may be declining due to a perception that this system is ineffective. Seventy-five per cent of respondents used AIMS forms in their current institute, whilst 87% had at some time completed an AIMS form. Two-thirds of respondents used the forms for morbidity and mortality audit activities. Support for the continuing practice of incident reporting was high, yet opinion suggested that the present system was not being used productively. Almost half the anaesthetists felt that the AIMS reporting system had changed their practice. Common concerns with the system included a need to simplify the reporting process and to ensure that information is managed to provide a useful outcome. This study suggests that incident reporting in its present form needs to be re-evaluated in light of changing priorities in anaesthesia quality improvement activities.
Incident reporting has become an established part of quality improvement in anaesthesia over the past 10 years. The Anaesthetic Incident Monitoring Study (AIMS) was set up by the Australian Patient Safety Foundation (APSF) in 1988 as a collaborative system for incident reporting, analysis and provision of information for those wishing to develop strategies to reduce the likelihood of incidents and accidents in the anaesthetic workplace. Participating anaesthetists were invited to report incidents on an anonymous and voluntary basis, using the AIMS form 1 . In 1993, a symposium issue in Anaesthesia and Intensive Care published 30 papers relating to the first 2000 AIMS reports 2 . Over the next seven years, the AIMS-Anaesthesia project has collated over 8000 reports. There has however, been some concern as to the relevance, validity and efficacy of such a reporting program. More recently issues have been raised in New Zealand as to the feasibility of maintaining such a program and the option of instituting a new more anaesthesia-friendly reporting system.
The aim of this survey was to identify reporting patterns with AIMS, determine perceived clinical relevance and suggest corrective strategies for system improvements for the New Zealand anaesthetic community.
METHODS
A questionnaire that asked about various components of incident monitoring and reporting was developed (Appendix). Thirteen questions were tested on a small number of anaesthetists at the authors' institution. Subsequent corrections to grammar and style were made before the final draft was sent out. Respondents were asked to reply to each question with ticks in the appropriate boxes. In addition they were also given the opportunity to add free narrative comments. Questions were asked about the following issues; type of practice, number of incidents experienced and submitted, use of AIMS forms, usefulness of AIMS reporting forms, how AIMS has changed their practice and suggested corrective strategies for an incident reporting program.
The questionnaire, accompanied by a letter of explanation and a self-addressed envelope, was sent to 240 specialist anaesthetists in New Zealand using a single mail-out survey technique. To ensure anonymity, no numbering or method of identification was used. The data were collated and entered onto a spreadsheet for analysis (Microsoft Excel, Microsoft Corporation, Seattle, U.S.A.). Free narrative comments were collated and categorized by both authors.
RESULTS
The response rate was 57% (136/240). Eleven questionnaires were rejected as the respondents were no longer involved in anaesthetic practice. Thirty-two per cent of the respondents were in full-time public practice, 7% in full-time private practice and 59% practising full-time in a mixture of public and private practice.
Seventy-five per cent of respondents stated they used AIMS forms in their current institution, and 87% of respondents had at some time completed an AIMS form personally. Two-thirds of respondents used the forms as part of their morbidity and mortality audit activities.
Data representing use of the AIMS form are shown in Tables 1 and 2. The main reasons for not using AIMS forms included personal reasons (e.g. time, constraints), system attitudes (e.g. form format, feedback issues) and institutional factors (e.g. departmental culture) ( Table 3 ).
Impact on Clinical Practice
Approximately 97% of the respondents considered that incident monitoring was of value to anaesthetists. Forty-seven per cent felt the AIMS reporting system had changed their practice, by providing greater awareness of process and equipment problems, the provision of specialized equipment and improving the level of assistance (Table 4) .
Although almost all respondents (99%) thought that incident reporting should be continued, attention to medicolegal issues, improvements in the reporting process and enhanced feedback were cited as important improvements for AIMS (Table 5) .
DISCUSSION
This survey has demonstrated the importance of incident monitoring for anaesthetists in New Zealand both from a risk management viewpoint and also for making practical changes to their clinical practice.
What was more significant, however, were the comments relating to the process itself and the adequacy of feedback, which at present was felt by many anaesthetists to be inadequate. The 57% response rate was higher than several comparable studies [3] [4] [5] [6] and can be considered representative from a postal survey. Reporting bias is always a confounding issue in such surveys. As personal details were not recorded it was possible that centres that used AIMS forms were over-represented. It was not feasible to compare the demographic between responders with non-responders, which may have highlighted any important differences. In addition, no trainees (registrars) were included in the survey. Nevertheless the survey does give a picture of attitudes and practices from 125 anaesthetists based in New Zealand.
Whether an event is defined as an incident by the anaesthetist affects whether it is considered for reporting. Events that are considered trivial or easily rectified by one person may simply be ignored. This is reflected in the wide range of reports submitted by some respondents on a yearly basis. Importantly, factual recall of type and number of incidents may be inaccurate. This may be subject to recall bias, whereby incidents that have had a high clinical impact may lead the respondent to believe they have completed more forms than was the case.
It was clear from responses that anaesthetists were still not clear as to the definition of an incident, and the relative importance placed on different outcomes.
To have an impact on practice, reported incidents should have the potential to be repeatable and must be preventable. However it may now be the time to provide clarification as to the type of events required for reporting. This mandates improved feedback to reporting clinicians to re-emphasize the concepts of incident reporting and the value of looking at preerrors and their impact on the development of actual errors and adverse events. In addition there is a need to redefine the narrower concept of an incident to allow a more targeted analysis of the subsequent data.
Many anaesthetists indicated that the incidents that occurred in their clinical practice were discussed at local mortality and morbidity and/or audit meetings. However completion of the AIMS form was more limited. Reasons cited included the lack of regular feedback and interactions between the APSF and the individual departments. Given the lack of funding for such a service from the APSF, this may hardly be surprising, yet it is a key component in the effective utilization of such data. Because effective feedback was limited, many anaesthetists did not feel that they were part of the "total quality improvement" loop. Given the importance of this aspect of incident reporting, it is essential that mechanisms be created to ensure this occurs in the future. One anaesthetist commented that reports appeared to "go into a black hole in the system". At the present time, feedback is limited to interested parties applying for access to the database, analysing the data and submitting it for peer review and publication in anaesthetic journals. There is no prospective planning of topics for review, unlike the symposium issue in Anaesthesia and Intensive Care in 1993. To promote continued reporting there needs to be regular feedback and communication at various levels; personal, institutional, national and international. Ideally, the incident reporting system should be coordinated by a person-in-charge with support from clinicians and management. It should be promoted as an integrated system of data collation, classification and analysis, with subsequent implementation of preventative strategies.
Many comments were made regarding the need to simplify the forms and make the reporting process quicker and more user-friendly. The availability of forms was also an issue for some respondents. Suggestions to improve the reporting process included a web-based format for authorized personnel, with instant statistical and categorical breakdown. Alternative non-paper methods of reporting are presently under review. There are trials in progress using telephone reporting systems in Western Australia 7 
Comments related to reporting process
Simplify forms and bring up to date 20 Easy access to forms e.g. add to end of anaesthetic chart as perforation 3 Electronic data entry-online website, template and email to central location 13 Incorporating AIMS form filling at regular morbidity and mortality meetings 1 Make compulsory-system is too optional to be effective 6
Comments related to analysis and feedback Local analysis rather than Australasian wide-more impact on individual practice 2 More aggressive follow up and reviewing to improve reporting and feedback and implementation 8 Publication of problems 1 Aims and purpose should be clarified explicitly 1 Select a few incidents to monitor frequency 1 web-based reporting is now being developed within the APSF. Medicolegal implications were a common concern and a reason for not notifying incidents. At present in New Zealand, AIMS comes under the protective umbrella of a notified quality assurance activity, as described in part VI of the Medical Practitioners Act (1995) . It is prohibited to disclose information obtained during a quality assurance activity in breach of the provisions of this Act, except under exceptional circumstances. In Australia, the information collected using AIMS forms is protected under both state and commonwealth Quality Assurance legislation 8 .
However, there are recent moves with the introduction of the Health Practitioners Competence Assurance Bill (2002) that this protection for designated quality improvement activities might be lost in New Zealand. If this Bill becomes law, it would inevitably lead to a cessation in all medical quality improvement activities.
The concept of the voluntary and anonymous nature of incident reporting concerned some respondents, who indicated that such information was not a true representation of the whole clinical picture. This was discouraging some anaesthetists from participating in the incident reporting process, as they perceived that the system did not work. Some studies support the argument that quality improvement programs based on voluntary reporting detect relatively few of all events, ranging from 4 to 6% of the total number of incidents or adverse events 9, 10 . However, if only a small percentage of actual critical incidents are reported, some important problems may be highlighted. These may then be addressed and corrective strategies implemented. Coordination is essential to produce valid recommendations.
Just under half of all respondents indicated that incident reporting had changed the way they practised. However, when specific details were sought, there was a relative paucity of objective information. This may reflect that either improvement was nonexistent or that changes were achieved in a manner that was not an obvious flow on from incident reporting.
This survey has identified that whilst the paperbased reporting system may be widely used in New Zealand, the process needs review. The real value in such a system is the ability to generate a large database of reports, the data from which allow meaningful interpretation. The limited efficacy of the present system reflects the support available from the APSF. This organization works on a not-for-profit principle.
Funds are limited, and whilst financial support has been obtained from some sources, especially the Australian Society of Anaesthetists, there is no ability to provide the ongoing support suggested by many respondents.
Many anaesthetists have identified as important that an incident reporting process be maintained in anaesthesia. The APSF model, which has been so useful over the past ten years, is in need of a review. Organizational aspects need development, with attention paid to improving communication between respondents and the central coordinating database. Reporting issues such as improvements in form design and electronic reporting need refinement, and are under active development by the APSF at the present time. Feedback, in a timely and targeted manner, is the key element in ensuring the process continues. This requires dedicated staff with adequate resources and a funding stream that adequately covers the real costs of such a system. Failure to do so will inevitably result in the loss of this system, perhaps forever.
